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ABSTRACT
Youth homelessness is becoming an increasingly prevalent concern. Homeless youth
commonly leave home due to a dysfunctional, often abusive, family life. While
homeless, these youth are increasingly vulnerable to a higher level of severity of mental
health issues. Homeless youth generally lack a support network. The purpose of this
study is to examine the impact of social determinants of health, specifically history of
violence, quality of social relationships and quality of family relationships, on the mental
health of homeless youth. The relationship between these variables and the overall
mental illness severity of a homeless younger (16 to 30 years) group (n=144) and a
homeless older (31 to 72 years) group (n=241) was examined by analysing data from a
2001-2005 Community-University Research Alliance on housing and mental health.
Structural equation modelling was used to examine within group differences and between
group differences of the two age groups, as well as post hoc subgroup analyses based on
sex and on age plus sex. There were no statistically significant differences between the
younger and older groups, suggesting that the issues associated with homelessness impact
both age groups. However, statistically significant within group results emphasized the
clinical importance of the impact of age and social determinants of health on the mental
health status of homeless youth. By recognizing these clinically significant findings,
practitioners can have an improved understanding of the unique situation of homeless
youth, and improve the policy and initiatives to support them better.
Keywords: homeless youth, mental health, social determinants of health, structural
equation modelling, history of violence, quality of social relationships, quality of family
relationships
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CHAPTER ONE
Introduction
Overview: Mental Health
The World Health Organization (WHO) lists depression, bipolar disorder, alcohol
abuse and schizophrenia as four of the five most disabling disorders among 14 to 55 year
olds, with five of the 10 leading causes of disability being related to mental disorders
(World Health Organization, 2001). WHO predicted that in less than 20 years depression
will be the second-leading cause of disability in the world (World Health Organization,
2001). The Canadian Community Health Survey (CCHS) was conducted in 2002 with
36,984 participants, aged 15 years or over. Mental health disorders were surveyed
including major depression, mania disorder [sic], panic disorder, social phobia and
agoraphobia, as well as alcohol and illicit drug dependence. CCHS indicated that there
were similar rates of Canadians suffering from depression (4.5%) as other leading
chronic conditions, including heart disease (5%), diabetes (5%) or a thyroid condition
(6%) (Gravel, Connolly, & Bedard, 2002).
Mental Health o f Young Adults
Symptoms of mental illness often peak at young adulthood, with individuals aged
15 to 24 years having the highest rates of mental health disorders (Bergeron, Poirier,
Fournier, Roberge, & Barrette, 2005; Gravel et al., 2002; Nguyen, Fournier, Bergeron,
Roberge, & Barrette, 2005). According to CCHS, 18% of participants aged 15 to 24
years reported feelings and symptoms consistent with any of the five mental disorders or
two substance dependencies covered, making up the largest age group of the disorders
(Bergeron et al., 2005; Gravel et al., 2002). In addition, CCHS states that 15 to 24 year
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olds are the least likely to use mental health resources, with only 25% reporting
consultation with any health professional, religious advisor, group support or telephone
helpline during the year prior to the survey (Bergeron et al., 2005; Gravel et al., 2002).
There is a lack of services for the care of young adults in this age range where a break
between paediatric and adult mental health resources has occurred (Kutcher & Davidson,
2007). Young adults are often refused paediatric care because they are too old. However,
they are also considered too young for adult care (Kutcher & Davidson 2007), resulting
in a gap in mental health care.
General physicians tend to under-diagnose and under-treat adolescents with
mental illnesses (Gilbert, Maheux, Frappier, & Haley, 2006). Gilbert et al. (2006) stated
that physicians identified less than one-third of these individuals and that 50 to 80% of
adolescents did not receive the care they needed. A sample of 672 general practitioners,
including private practitioners, community clinic practitioners and community youth
clinic practitioners were surveyed about how often they see adolescents with mental
health problems. Only approximately 10% of those not working in youth clinics reported
seeing adolescents with mental health issues of depression, suicidal thoughts, behaviour
disorders, substance abuse, attempted suicide or suicide (Gilbert et al., 2006). The care of
the mental health of the young adult population is a continued concern within the health
community.
Mental Health o f Homeless Young Adults
In 2002, Statistics Canada reported that 30 to 35% of the homeless population met
criteria for mental illness (Farrell, Huff, MacDonald, Middlebro, & Walsh, 2005).
Additionally, homeless and at-risk young adults have significantly higher rates of
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depression and stressors compared to a general youth population (Ayerst, 1999; Miller,
Donahue, Este, & Hofer, 2004), increased drug and alcohol use, and self-injurious
behaviour (Tyler, Whitbeck, Hoyt, & Johnson, 2003). Mortality rates among homeless
youths are 11 times higher than that of the general youth population (Kidd & Davidson,
2006). The leading cause of death of homeless youth is suicide, with reported suicide
attempt rates ranging from 20 to 40% (Kidd & Carroll, 2007). With at least one million
homeless young adults in North America (Kidd & Davidson, 2006), the concern for the
mental well being of this particular population has begun to emerge.
Determinants of Health
The World Health Organization defines health holistically as “a state of complete
physical, mental and social well being, not merely the absence of disease or infirmary”
(World Health Organization, 1946). These components of health are derived from
biological, societal and environmental determinants, which affect individuals daily. A
prevalent modem Western view of “health” often refers to health as a lack of illness or
lack of disease (Naidoo & Wills, 2000), commonly neglecting these components of one’s
overall health. In 2005, WHO created the Commission on the Social Determinants of
Health (the Commission), in recognition that
the inequities in health, avoidable health inequalities, arise because of the
circumstances in which people grow, live, work, and age, and the systems put in
place to deal with illness. The conditions in which people live and die are, in turn,
shaped by political, social, and economic forces. (World Health Organization,
2008)

These societal, environmental, political, and economic forces constitute “social
determinants of health”, and are responsible for a significant part of the contrast in health
between individuals and even between different countries. The recognition of the
importance of social determinants of health is only the first step, in that the health sector
should also support polices and programs that optimize these social determinants. In
addition, the movement of social determinants of health involves not only the health
sector, but also the whole government, including civil society, local communities,
business and international agencies (Marmot, Friel, Bell, Houweling, & Taylor, 2008).
Cooperation across government sectors would increase understanding between groups,
and help the process of enabling people to increase control over and to improve their
health.
Mental health has often been left along the periphery when discussing health
(Lauder, Kroll, & Jones, 2007), with the term “mental health” frequently being defined
simply as a lack of mental illness (Cattan & Tilford, 2006). Taking into consideration the
idea that general health is made up of several components, mental health should also be
considered a much more complex concept, being influenced by environmental, socio
economic and cultural determinant factors. These determinants of health, along with
genetic, molecular, biochemical and psychological factors, have a major influence on the
mental health of individuals (Lauder et al., 2007).
Literature Review
While there has been research presented on youth and their mental health status,
there is little research, particularly in Canada, on the added impact of homelessness on
the mental health of the youth population. Furthermore, there is an overwhelming lack of
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research, both within Canada and internationally, regarding the effects of social
determinants of health among homeless young adult population. Young adults benefit
from the use of mental health resources (Kutcher & Davidson, 2007). With a better
comprehension of this population, these resources can be used more effectively. This
literature review was conducted to further understand the relationship between homeless
young adults and social determinants of health. The determinants of history of violence,
quality of family relationships and quality of social relationships were focused on
specifically as these variables fundamentally impact mental health status.
Literature Search Methodology
Searches in PubMed and Medline were performed with the terms: “youth”,
“adolescent”, “young adult”, “homeless*”, “mental health”, “social determinants”,
“(exposure to/history of) violence”, “(history of) abuse”, “(quality of) family relation*”,
“(quality of) social relation*”, and/or “Canada”. The Canadian Housing Library was also
searched using the term “youth”. Grey literature from the Canadian Mortgage and
Housing Corporation was found in the Canadian Housing Library. The reference pages
of articles were searched for current literature. Searches were limited to English
language articles published. Initially, searches were limited to research based in Canada,
however, the search was expanded to include international articles due to a lack of
Canadian articles.
Operational Terms
The United Nations has defined “absolute homelessness” as “the condition of
people without physical shelter who sleep outdoors, in vehicles, abandoned buildings or
other places not intended for human habitation” (Hwang, 2001). “Relative
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homelessness” has been defined as “the condition of those who have a physical shelter,
but one that does not meet basic standards of health and safety; these include protection
from the elements, access to safe water and sanitation, security of tenure, personal safety
and affordability” (Hwang, 2001). The term “homeless” used in this literature review
included those who had taken to the streets and those who had access to homeless
shelters. Throughout the literature reviewed, the term “youth”, “adolescent” and “young
adult” was relative, and encompassed a large age range. In this search, the terms “youth”
and “young adult” were expanded to any group ranging in age from 12 to 30 years, in
order to be as comprehensive as possible. Youth who were at risk for homelessness were
also considered in this literature review, referred to as “at-risk youths”.
Youth and Homelessness
Overview: Transitioningfrom Childhood to Adulthood
The transitional years from childhood to adulthood are sometimes referred to as
an “emerging adulthood”, and usually ranges from the late teens to at least the mid-20s
(Arnett, 2007). It is a time of identity exploration, self-focus with numerous opportunities
and possibilities. There is often a sense of instability, with a great deal of feeling “inbetween”. This is a period when the life of the individual has the least structure from
social institutions, where the individual is leaving school and not yet begun work; it is a
time with minimal obligations (Arnett, 2007).
An average housed youth has family and friends to act as support and guidance
through this transition from childhood to adulthood (Arnett, 2007). However, homeless
and at-risk youths generally lack a proper support system (Reid, 2007). Once a youth
within the child welfare system reaches the age of majority s/he will no longer have
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government support (CMHC 2001; Tweddle, 2007) This is termed “aging out of the care
system” (Tweddle, 2007). In Canada, where the age of majority in most provinces and
territories is 18 years old, youth in care are discharged to fend for themselves, leaving
them at a high risk for homelessness (Kidd & Davidson, 2006). Added to the lack of
support network, many youth in this situation have limited or no financial resources,
limited life skills, incomplete schooling, low self esteem and childhood trauma. This
population is often in a position of high risk for engaging in substance abuse, unsafe
sexual practices and criminality (Tweddle, 2007).
Causes and Risks o f Homelessness
Common themes for youth who leave home include family conflicts, a desire for
independence and a lack of stability in their lives (Miller, Donahue, Este, & Hofer, 2004).
Previous studies have cited family dysfunction and abuse as some of the most common
reasons for youths to leave home (Haber & Toro, 2009; Mallett & Rosenthal, 2009;
Rosenthal, Mallett, & Myers, 2006). For these youths, the family home is often a place
with little, if any, nurturance and support. Drugs and alcohol may be present in the home,
as well as violence and abuse, which can include physical, sexual and/or emotional abuse
(Robert, Pauze, & Fournier, 2005). School may provide an alternative place of support,
however, at-risk youths often feel that school does not meet their needs and are
dissatisfied with the educational system (Miller et al., 2004). This can often result in
dropping out of school before graduating, which can contribute to family conflicts. The
desire for independence for these youths is not out of any want to be on their own, but
rather from a need to be independent from an abusive situation. For these youths, being
homeless is preferable to being at the family home, where abuse and violence may be
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prevalent (Miller et al., 2004; Reid, Berman, & Forchuk, 2005). Homelessness puts
youths at a number of risks including criminality, unsafe sexual practices and
prostitution, drug use, poor diet, inadequate shelter, exposure to violence, lack of social
support, and limited access to medical care (Boivin, Roy, Haley, & Galbaud du Fort,
2005).
Youth, Homelessness and Mental Health
Because of the combination of the lack of proper support systems and limited
mental health resources, the transition from childhood to adulthood for homeless and atrisk youths is an even more precarious time compared to other youths. Kidd and Carroll
(2007) surveyed 208 individuals from New York City and Toronto drop-in agencies and
streets, ages 14 to 25 years. All participants spent a substantial amount of time, defined
as more than a few days, with no fixed address or living in a shelter in the past year.
Fifty-seven percent reported being homeless for more than 2 years. Forty-six percent
reported at least one suicide attempt, with 78% of these youths making more than one
attempt. A lack of proper resources for this demographic resulted in a loss of support,
especially regarding developing positive coping strategies, affordable housing, life skills
training, financial independence and educational completion (Kidd & Carroll 2007; Kidd
& Davidson 2006).
Tweddle (2007) reported on a University of Victoria study that followed 37
individuals formerly in foster care for two and a half years after they left care. Onequarter of the sample was concerned about their mental health status, with half of the
concerned group indicating that they suffered from depression. Thirty percent of the
sample reported moving at least four times within 18 months of leaving care. This
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demonstrates that transitioning youth lack proper resources to support their survival once
independent of care, putting them at a significant risk for homelessness (Tweddle, 2007).
Social Determinants of Health
Family and social relationships are important determinants of health, affecting
individuals from early childhood. These relationships have such an impact that when
under strain or breakdown, it makes it difficult for a child to achieve and maintain mental
health (Cattan & Tilford, 2006). Both directly experiencing and witnessing violence can
have immediate and long-term consequences on the mental health of youth. When
exposed to violence risk of both internalizing and externalizing problems can begin as
early as childhood (Luthar & Goldstein, 2004). Homeless youth often cite violence in the
home, including physical and sexual abuse, as the primary cause for leaving home (Haber
& Toro, 2009; Mallett & Rosenthal, 2009; Rosenthal et al., 2006). Combined with the
high risks of victimization while living on the street, a history of violence and abuse can
cause serious detriment to the mental health of these young people. Unfortunately, there
has been limited information regarding the relationship between these social determinants
of health and the mental health of homeless and at-risk youth.
Quality o f Family Relationships
This literature review did not find any research specific to the influence of quality
of family relationships on the mental health of homeless young adults. This may be due
to the fact that the homeless population is often transient, and information about family
members can be very difficult to obtain from participants (Whitbeck, Hoyt, & Ackley,
1997). Homeless youth, who commonly leave home to escape an abusive or
dysfunctional family situation, may be particularly hesitant to provide such personal
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information for fear that they may be returned to their home (Ryan, Kilmer, Cauce,
Watanbe, & Hoyt, 2000; Whitbeck, et al., 1997).
Concerns have been raised regarding the fact that almost all that is known about
families of homeless and runaway adolescents are based on self-reports (Whitbeck et al.,
1997). Scrutiny from parent advocacy groups has questioned the validity of these selfreports, suggesting that they are often exaggerated and self-serving. A study by
Whitbeck et al. (1997) of 120 matched parent/caretaker and homeless/runaway
adolescents, aged 12 to 21 years old, was performed to compare perspectives on
measures of parenting, family violence and adolescent conduct. Differences were found
in the responses between parent/caretakers and homeless/runaway adolescent
counterparts. Homeless/runaway adolescents reported lower parental monitoring, less
warmth and supportiveness, and higher levels of parental rejection than responses given
by their parent/caretaker. However, while there were differences in magnitude of
responses, the authors observed that both parents and their runaway adolescents reported
the “same story” (Whitbeck et al., 1997). Similar results were found with responses to
physical and sexual abuse measures and adolescent conduct measures, where parents and
runaways were essentially reporting the same family processes.
These results support the idea that homeless/runaway young adults may not be
defiant children abandoning their home, but may be trying to escape a family situation
that is not functional or safe. With these issues also being acknowledged by parents, this
suggests that simply returning the homeless/runaway youth to the family home is not a
solution. The family problems may be quite severe and potentially dangerous to both the
youth and their family (Whitbeck et al., 1997). Relationships between homeless young
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adults and their families are often dysfunctional. As a result, this may put young adults at
a greater risk for mental illness.
Tyler, Cauce and Whitbeck (2004) examined the link between family risk factors,
including parental rejection, family neglect, family sexual and physical abuse, family
history of mental health issues, and dissociative behaviours of homeless and runaway
youths. The family environment youths experienced growing up can have great influence
on their behaviour. Homeless youth who have been exposed to severe trauma in their
childhood, like neglectful, abusive and/or inconsistent parenting, may use dissociation as
a coping mechanism (Tyler et al., 2004). Responses among 328 homeless individuals
from Seattle, ages 13 to 21 years, demonstrated a significant positive relationship
between dissociation and each of the family risk factors measured. These results
indicated that dissociative behaviour may be a widespread concern for the mental health
of homeless youths (Tyler et al., 2004), and may be associated with the lack of quality
parenting and traumatic family experiences.
Depression in young adults is a major mental health concern, particularly because
it is a significant contributor to suicide which is a leading cause of death among youths
(Eley et al., 2004; Kidd & Carroll, 2007). Eley et al. (2004) interviewed 1,747
adolescents, ages 12 to 19 years, and their parents (n= 1,241) to examine the association
between parental familial vulnerability to depression and the role of associated “parental
qualification” with adolescent depressive symptoms, and to examine the role of the
family environment. Parental familial vulnerability was measured by assessments of
anxiety, depression and neuroticism. The measure for parental qualifications was not
clearly defined in the methodology. A correlation was found between parental familial
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vulnerability to depression and adolescent depressive symptoms. Additionally, parents
with high parental familial vulnerability plus a lack of parental qualification had
adolescents with the greatest risk for severe depressive symptoms. These adolescents
were at three times greater risk of depression than adolescents with parents who scored
high on parental familial vulnerability but maintained some parental qualifications (Eley
et al., 2004). The authors concluded that lack of parental qualifications had the strongest
relationship with severe adolescent depressive symptoms after gender. This relationship
emphasizes the influence that parental behaviour has on the mental health status of young
adults.
Most research regarding the influence of family environment on the mental health
of young adults has focussed on the parent/primary caretaker. However, it should be
noted that extended family members, including grandparents, aunts and uncles, may also
influence young adults, as they may act as role models, and assist with supervision and
discipline (Hamilton, 2005). Non-parental adults may provide emotional support for both
parents and adolescents. Alternatively, non-parental adults may also be a source of
stress, conflicting with parenting styles and putting a strain on household resources
(Hamilton, 2005). Hamilton (2005) examined the association between non-parental
adults living in the household and adolescent well being. Non-parental adults included
grandparents and non-grandparents (consisting of aunts, uncles or other adult relatives
over 24 years old). The sample was derived from the 1995 U.S. National Longitudinal
Study of Adolescent Health, with a mean age of the adolescents of 15.43 years.
Adolescents who lived with both their parents and grandparents had similar rates of
depressive symptoms as those adolescents who lived only with their parents.
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Adolescents who lived with other adults besides grandparents reported greater depressive
symptoms. Interestingly, both adolescents who lived with their grandparents and those
who lived with other adults had reports of less deviant behaviour than those who did not
live with non-parental adults. Certainly the presence of non-parental adults can impact
the well being of adolescents (Hamilton, 2005), however these relationships should be
further investigated.
Quality o f Social Relationships
With a lack of stable and functional family relationships, it may be important for
homeless youth to seek out social relationships. This need for “social connectedness” can
be described as the “extent to which individuals feel connected to others and the quality
of these relationships” (Lauder, Kroll, & Jones, 2007). Homeless young adults often feel
alienated from mainstream society (Taylor-Seehafer, Jacobvitz, & Steiker, 2008). The
establishment of a social network may provide affective, supportive and protective
qualities for homeless youth (Ennett, Bailey, & Federman, 1999). Taylor-Seehafer et al.
(2008) performed an exploratory study of older homeless adolescents’ perspectives on
attachment, trauma and substance use. Interviews were conducted with 27 homeless
adolescents, ages 16 to 23 years, from an urban southwest community. While the focus of
the study was on attachment, the authors noted that 77% of the participants scored low to
average on social connectedness. The lower scores may suggest that homeless young
adults have more difficulty creating and maintaining quality relationships.
A study of 327 homeless individuals from Washington, D.C, ages 14 to 21 years,
was performed to examine the personal social network of homeless youths and any risk
behaviours associated with these networks (Ennett et al., 1999). The authors found that
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74.3% of participants had a current relationship with at least one person. The social
networks of participants were generally small, with an average size of less than 3
individuals and consisted primarily of friends. Despite the small size, the participants
described their network as strong and supportive. Participants with a social network
reported less pressure to use drugs, have sex or engage in prostitution than those without
a network. However, the presence of a drug user in the support network increased the
odds that the participant engaged in substance abuse behaviour. Similarly, the presence
of an alcohol user in the social network increased the odds of heavy alcohol and drug use.
It should be noted that the 16.7% of participants who indicated that they had no social
network had a greater risk of illicit drug use, having multiple sex partners, and trading in
survival sex to procure essentials for daily living. A youth without a social network was
almost 8 times more likely to report survival sex than a youth with a network (Ennett et
al„ 1999).
The authors concluded that the social networks of homeless youths have multiple
dimensions, with both potential positive and negative implications for risky behaviour
(Ennett, et al., 1999). The presence of a social network, regardless of its make-up, did
provide some protective measures to the homeless youth (Ennett et al., 1999). While the
inclusion of certain individuals may increase risk behaviour, the supportive qualities of a
network may lessen the risk of mental illness. The need for more research regarding the
impact of social networks on the mental health of homeless youth is evident, considering
the multidimensional nature of these networks.
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History o f Violence
There is much evidence regarding the impact of violence and abuse on the mental
health status of general youth populations (Ryan, Kilmer, Cauce, Watanabe, & Hoyt,
2000; Stiffman, 1989; Tyler, Whitbeck, Hoyt, & Johnson, 2003). Additionally, it has
been well documented that homeless youth often have a history of severe emotional,
physical and/or sexual abuse (Haber & Toro, 2009; Molnar, Shade, Krai, Booth, &
Watters, 1998; Ryan et al., 2000). However, focus on the impact of abuse on the unique
mental health situation of homeless youth is limited in the current literature (Ryan et al.,
2000). This may be due to the transitory nature of homeless youth. The added risk
factors involved in homelessness, including the burden of caring for basic needs like food
and shelter, coupled with the general stressors of this age group, make the homeless
youth population extremely vulnerable to an increased severity of mental illness.
Stiffman (1989) examined the extent of physical and sexual abuse among
runaway youths, and the association of abuse with behaviour, mental health issues, life
events and parental mental health. The runaway youths were recruited from two homes
for runaways from the Washington area. Interviews and self-report questionnaires were
used to assess the family history, personal history, and current behaviour and mental
health of 291 individuals, ages 12 to 18 years. Almost half of the runaways (n=141)
reported being physically (n=128) or sexually (n=28) abused by a family member; 150
runaways were reported as non-abused. Abused youths were found to report significantly
more negative life events, with an average of 26.4 negative life events, compared to an
average of 19.1 negative life events among non-abused youth. The term “negative life

16

event” was not clearly defined, with the exception that it excluded incidences of physical
and sexual abuse (Stiffinan, 1989).
Abused runaways also reported having more behavioural problems, with
significantly higher mean scores (73.9) on the Achenbach’s Behaviour Problem Checklist
compared to non-abused youths (62.9). Furthermore, abused youths had significantly
higher scores on the Beck’s Depression Inventory, with mean scores falling in the clinical
problem range (20.2). The mean scores of the non-abused runaways tended to fall at the
cut-off point between clinically significant and normal problem levels (17.4) (Stiffinan,
1989). Stiffinan (1989) emphasized the importance of investigating possible history of
abuse, and particularly the need for mental health services for runaway youths.
Family abuse, including neglect or physical abuse and sexual abuse, street
exposure, street experiences and mental health disorders among homeless youths have
been examined in relation to self-injurious acts (Tyler et al., 2003). A total of 428
individuals, ages 16 to 19 years, were interviewed on the streets and in shelters in
Missouri, Iowa, Nebraska and Kansas. Self-mutilation was prevalent among this sample,
with 69% of homeless youth reporting they had done this at least once. There was no
significant difference between males and females in the number of different self-injurious
acts. High rates of family abuse were reported, with 95% of the sample indicating
physical abuse or neglect on at least one occasion, and 25% indicating sexual abuse on at
least one occasion. This sample reported 30% of homeless youth met diagnostic criteria
for major depression and 36% met diagnostic criteria for post-traumatic stress disorder
(PTSD) (Tyler et al., 2003).
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Multiple regression model correlations conducted in the same study indicated that
family abuse was significantly associated with self-mutilation, with family abuse
variables accounting for 9% of the variance in self-mutilation (Tyler et al., 2003). Street
exposure variables, including age at first run away and staying on the street, accounted
for 4% variance in self-mutilation. Finally, diagnostic variables, including depression
and PTSD, accounted for an additional 3% of the variance in self-mutilation (Tyler et al.,
2003). The authors suggested that youth who experience severe trauma as children are
more likely to engage in self-injurious behaviour. With the added stressors of
homelessness, these youth may use self-mutilation as a way to express themselves or to
regulate their emotions, particularly when they are overwhelmed and unable to function
properly (Tyler et al., 2003). Considering the high rates of abuse and the high rates of
mental illness, the homeless youth population is a particularly high risk group for selfinjurious behaviour. When interventions and support programs are being developed, it
will be important that appropriate coping strategies be incorporated to reduce the
behaviour. If left ignored, self-mutilation may continue being used among homeless
youth as a way to deal with the stress of their lives.
Suicidal ideation and depression is more prevalent among homeless youth than
non-homeless youth, with physical abuse and sexual molestation being highly associated
with suicide attempts (Molnar et al., 1998). Molnar et al. (1998) examined the
relationship between negative home life factors and suicidal behaviour among street
youth, ages 12 to 19 years. These youth (n=775) were part of a cross-sectional survey
conducted in Denver, New York city and San Francisco. Suicidal ideation was reported
by 58% of the sample, and 34% reported past suicide attempts. Significant differences
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were found between males and females, with suicidal ideation reported by 72% of the
females and 51% of the males. Previous suicide attempts were reported by 48% of the
females and 27% of the males. Sexual or physical abuse was reported by 57% of the
sample; 34% reported sexual abuse before leaving home and 43% reported physical
abuse before leaving home (Molnar et al., 1998). Moreover, 40% of the sample (n=308)
reported ever being sexually abused. Within this subgroup, 84% of the occurrences were
while still living at home, 48% were while on the streets, and 33% reported overlapped
occurrences both at home and on the streets (Molnar et al., 1998). The authors resisted
making a causal inference due to the cross-sectional analysis of the data. However, they
did state that there were indications that having been abused before leaving home was a
strong independent predictor for suicide attempts among both male and female homeless
youth.
Homeless youth with a history of violence and abuse have a higher prevalence of
internalization and extemalization problems with their behaviour compared to nonabused homeless youth (Ryan et al., 2000). Ryan et al. (2000) has commented that there
is a lack of consensus regarding the differential effects of physical and sexual abuse. The
authors examined the differential effects and combined effects of these types of abuse
among 329 homeless adolescents. Participants with a mean age of 16.44 years were
assessed from drop-in centres in Seattle/King County, Washington. Participants
included: 33% with no abuse (NA), 25% with a history of physical abuse only (PA), 12%
with a history of sexual abuse only (SA), and 30% with a history of both physical and
sexual abuse (PSA). Results demonstrated that there were significantly higher rates of
depression/dysthymia among the PSA group (35%) than the other groups (PA=11%,
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SA=14%, NA=15%) (Ryan et al., 2000). Additionally, the PSA group had the highest
rates of suicide attempts (68%), with the SA group reporting a 54% incidence of suicide
attempts, the PA group reporting 41%, and the NA group reporting 23% (Ryan et al.,
2000). The authors stated that the consistently higher rates of psychopathology among
the PSA group suggest differential outcomes for different abuse types. The results also
suggested that the experience of abuse is not limited to a single event, but a complex set
of events influenced by different factors (Ryan et al., 2000).
Exposure to violence among homeless young adults is certainly a common
occurrence (Kipke, Simon, Montgomery, Unger, & Iversen, 1997). Kipke et al. (1997)
interviewed 432 individuals, ages 12 to 23 years, who were homeless or at immediate risk
of homelessness in the Hollywood area of Los Angeles, California. The study examined
the participants’ histories of direct and indirect exposure to violence, perpetration of
violence, and fear of violence. Rates of exposure to violence were extremely high, with
85% of participants reporting having seen a person physically attacked, and 69% having
seen a person seriously injured from a violent event or attack. In addition, participants
reported high rates of being the victim of violence, with 70% having been punched, hit,
burned or beaten, 65% having been threatened with serious physical harm, and 57%
having been chased (Kipke et al., 1997). While this study was limited to the fact that all
accounts were self-reported, it demonstrated that homeless youths are especially
vulnerable to exposure to violence, both as witnesses and as victims. Increased risk of
violence for homeless young adults while on the streets can impact the severity of mental
health issues.

Physical and sexual victimization of homeless youth after leaving home can
impact their mental health status. Individuals separated from their parents at an earlier
age are at a greater risk to develop PTSD; consequently, homeless youth are especially
susceptible to the development of PTSD (Stewart et al., 2004). Moreover, risk factors for
PTSD often overlap the risk factors for homelessness (Stewart et al., 2004). Stewart et al.
(2004) investigated the impact of street victimization and PTSD among homeless
adolescents, and whether emotional numbing and avoidance symptoms of PTSD were
markedly represented among this group. Participants (n=374) from the Seattle
metropolitan area, ages 13 to 21 years, were interviewed regarding physical and sexual
victimization after leaving home and assessed for PTSD symptoms. Most homeless
youth participants were exposed to at least one form of physical or sexual victimization
(82.7%). Physical victimization was reported the most (44.2% ), while 6.4% reported
being only sexually victimized, and 31.0% reported being both physically and sexually
victimized since leaving home (Stewart et al., 2004). PTSD diagnoses were reported
among 17.7% of the victimized youths (n=301), with 21.4% females and 14.7% males
meeting criteria for PTSD. These results demonstrated the real threats to personal safety
that homeless youth must deal with on a regular basis. While the effects of childhood
abuse impact the mental health of this population, treatment providers must also consider
the risks and effects of current victimization that homeless youth must cope with.
The Impact o f the Quality o f Family Relationships on History o f Violence
Not only do determinants of health affect the mental health of an individual, but
they may also interact with one another, emphasizing the complexity of determinants of
health. The impact that family has on exposure to violence is a good example of this
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complexity. While history of and exposure to violence has a significant relationship with
mental health issues, family can act as a moderator (Hanson et al., 2006; Luthar &
Goldstein, 2004; Self-Brown et al., 2006). A study by Hanson et al. (2006) examined the
associations of parental substance use (both drug and alcohol), different types of violence
exposure and mental health outcomes among 4023 adolescents, ages 12 to 17 years.
Telephone surveys were conducted in areas designated as central cities by the U.S Bureau
of the Census. Results indicated that adolescents who reported parental alcohol or drug
use experienced significantly higher rates of sexual assault, physical assault or witnessed
violence. In addition, significant interactions between parental substance abuse and
violence exposure were found for adolescent mental health outcomes of depression, posttraumatic stress disorder and substance abuse/dependence (Hanson et al., 2006).
Interestingly, when the authors controlled for parental substance use, the effect of
exposure to violence on the three mental health outcomes still remained. The authors
suggested that it is exposure to violence that is directly related to psychiatric problems
(Hanson et al., 2006). Thus, although the quality of the family environment may
influence the mental health risks of adolescents who are exposed to violence (Hanson et
al., 2006), even the most positive family environment is limited in the amount of
shielding it can provide for those youth with persistent exposure to violence (Luthar &
Goldstein, 2004).
Conclusion
As an often neglected population, homeless youth are particularly at risk in
relation to factors that negatively affect their mental health. These young people often
leave home due to a harmful environment, which can ultimately put them in another
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dangerous environment. The stressors involved during the transition from childhood to
adulthood can make this time in an individual’s life very difficult; proper support from
friends and family generally help a person during this time of development. Homeless
youth are at a disadvantage, often lacking in positive support systems, as well as having
to deal with the daily stressors of living on the streets. The lack of research in the
literature regarding social determinants of health, mental health and homeless young
adults demonstrates the current deficiency of understanding this group. Further
exploration of the relationships between quality of family relationships, quality of social
relationships, history of violence, and the overall degree of mental health, can provide a
better understanding of the mental health status of this vulnerable population. By
focusing on homeless youth, a spotlight can be placed upon an often-neglected
population.
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CHAPTER TWO
Manuscript
Youth homelessness has become a serious issue in Canada, with estimates ranging
from 65,000 to 150,000 youth living on the streets (Evenson & Barr, 2009; Public Health
Agency of Canada, 2006). Homeless youth generally come from high-stress and unstable
households. One of the most common reasons for leaving home is conflict with family,
often including abuse and neglect (Haber & Toro, 2009; Mallett & Rosenthal, 2009;
Rosenthal, Mallett, & Myers, 2006). During the stressful time of transition from
childhood to adulthood, most youth have access to a supportive network of family and
friends. Unfortunately, homeless youth must often navigate through this time by
themselves and deal with the complex issues related with homelessness on their own
(Reid, 2007). This puts homeless youth in a physically, emotionally and mentally
vulnerable position (Robert, Pauze, & Fournier, 2005). Thus, mental illness is a
prevalent concern with this population. Studies have reported 33% or more of homeless
youth suffer from major depressive disorder or post traumatic stress disorder (PTSD) and
up to 10% exhibit significant psychotic symptoms (Evenson & Barr, 2009). Multiple
diagnoses exist in up to 60% of homeless youth with mental health issues. Suicide is a
leading cause of death among homeless youth (Evenson & Barr, 2009; Kidd & Carroll,
2007), with suicide attempt rates ranging from 20% to 40% (Kidd & Carroll, 2007).
Social determinants of health have been recognized as important influences on the
general health and the mental health of individuals. These variables include social,
environmental, political, and economic forces that impact the daily life of an individual
(World Health Organization, 2008). Some of the key variables that the Public Health
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Agency of Canada has recognized as influences of health include: income and social
status; social support networks; employment/working conditions; social environments;
physical environments; personal health practices and coping skills, healthy child
development; and health services (Public Health Agency of Canada, 2003). While each
variable alone has significant impact on health, they are also interrelated. The
relationships that social determinants of health have on the mental health of homeless
youth have been minimally investigated.
While homeless youth have been gaining more attention as an at-risk population,
the relationships that social determinants of health have on their mental health status has
been neglected. Poor parental interactions have been found to have a strong influence on
the mental health of young adults (Eley et al., 2004; Tyler, Cauce, & Whitbeck, 2004).
Parental rejection, family neglect, family sexual and physical abuse, and family history of
mental illness have had significantly positive associations with dissociative behaviour of
homeless and runaway youths (Tyler et al., 2004). A lack of parental qualifications was
found to have a strong relationship with severe depressive symptoms (Eley, et al., 2004).
The presence of a strong social network may act as an alternative support system
for homeless youth. Social networks may provide supportive and protective qualities,
limiting risky behaviour like drug use or prostitution. As well, the positive influence of
social connections may lower the risk of mental illness (Ennett, Bailey, & Federman,
1999). Unfortunately, homeless youth tend to have difficulty creating and maintaining
social connections (Taylor-Seehafer, Jacobvitz, & Steiker, 2008), often feeling alienated
from mainstream society (Haldenby, Berman, & Forchuk, 2007). The lack of support
and protection that homeless youth can experience may compromise their mental health.
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A history of violence has a strong impact on the mental health of homeless youth.
Escaping an abusive or dysfunctional family home is one of the most common reasons
for youth to leave home (Haber & Toro, 2009; Mallett & Rosenthal, 2009; Rosenthal et
al., 2006). Higher levels of behaviour problems and higher depressive scores have been
associated with runaway youths who have been abused by a family member (Stiffman,
1989). A history of family abuse, including neglect, physical and sexual abuse, had
significant associations with self-mutilation among homeless youth (Tyler, Whitbeck,
Hoyt, & Johnson, 2003). Abuse in the home has also been shown to have strong
associations with suicidal ideation and suicide attempts (Molnar et al., 1998; Ryan,
Kilmer, Cauce, Watanabe, & Hoyt, 2000). In addition to having a history of violence in
the home, homeless youth may also be victims of and witnesses to violence while living
on the streets. Rates of exposure to violence and being a victim of violence while on the
streets were significantly higher among homeless youth (Kipke, Simon, Montgomery,
Unger, & Iversen, 1997). Physical and sexual victimization after leaving home was a
distinct risk while living on the streets, with an association of developing PTSD (Stewart
et al., 2004).
Purpose of the Study
The purpose of this study was to examine the relationship that social determinants
of health have on the mental health of homeless youth. Based on the literature reviewed,
research on the mental health of homeless youth has been limited, particularly when
focusing on social determinants of health. Whether this is due to a lack of particular
attention paid to young people on the streets or from a lack of clear definition when
examining health and mental health, is a question for future exploration. This study
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focused on the following social determinants of health: history of violence, consisting of
childhood abuse and general victimization; quality of social relationships; and quality of
family relationships. These particular variables were chosen because of the basic impact
they have on the mental health status of an individual. This study explored the
relationship among these variables and the overall mental illness severity of a homeless
younger group and a homeless older group. The older homeless group was used as a
comparison group in order to better understand the impact on homeless youth.
Statement of Research Hypotheses
Based on the literature review and on the CURA data, the following research
hypotheses were developed for this study:
Within-Group Hypotheses
1. A history of violence (childhood abuse+general victimization) will have a
significant relationship with mental illness severity, where increased history of
violence will have an increased impact on mental illness.
2. The quality of social relationships will have a significant inverse relationship with
mental illness severity, where poor quality of social relationships will have an
increased impact on mental illness.
3. The quality of family relationships will have a significant inverse relationship
with mental illness severity, where poor quality of family relationships will have
an increased impact on mental illness.
4. A history of violence will have a significant inverse relationship with quality of
social relationships, where when the amount of violence experienced increased,
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the quality of social relationships would decrease, so there will be an indirect
effect of violence on mental illness via quality of social relationships.
5.

A history of violence will have a significant inverse relationship with quality of
family relationships, where when the amount of violence experienced increased,
the quality of family relationships would decrease, so there will be an indirect
effect of violence on mental illness via quality of family relationships.

Between-Group Hypotheses
1. There will be significant differences between older and younger homeless
populations regarding the relationships among history of violence, quality of
social relationships, quality of family relationships, and mental illness severity.
2. The impact of quality of family relationships will have a greater impact on
younger mental illness severity than older mental illness severity, reasoning that
homeless youth may have more immediate relationships with family, while older
homeless population may have abandoned family relationships for social
relationships.
Methodology
A quantitative secondary analysis was performed using data obtained from the
Community-University Research Alliance (CURA) Partnerships in Capacity Building:
Housing, Community Economic Development and Psychiatric Survivors (Forchuk,
2000). The CURA study was conducted from 2001 to 2005, with the purpose to create,
support and evaluate housing for psychiatric consumers/survivors with the use of a
participatory research approach. The secondary analysis was performed using previously
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collected data to generate and explore new hypotheses and questions not addressed with
the original CURA study (Polit & Beck, 2004; Smith, 2008).
The study sample was derived from participants of the CURA study. Analysis
included structural equation modeling (SEM) based on the theoretical model outlined in
Figure 1, which depicts the variables analyzed and the measurements used to determine
each variable. Based on the social determinants of health derived from the literature
review, the theoretical model was developed, acting as the framework for analysis. SEM
was utilized in order to examine differences within and between the two age groups. Post
hoc subgroup analyses based on sex and on age plus sex were also completed for the
purpose of investigating the impact sex plays on these relationships and to further the
understanding of the impact of social determinants of health.
Design
The original CURA study was a participatory action design that included a corelational quantitative component and a critical ethnography design. The cross-sectional
CURA data was obtained within a single interview with each participant, thereby
preventing any causal assumptions to be made. The data regarding a history of violence
was retrospective, while data obtained regarding quality of family and social relationships
and mental illness severity was current.
For this study, analyses both within groups and between groups were made in
order to examine the hypotheses. In addition, SEM was used to examine the relationship
between social determinants of health and overall mental illness severity. This statistical
analysis was used because of the ability of SEM to combine factor analysis and multiple
regression analyses of several variables (Ullman, 2001). By doing so, the theoretical

model (Figure 1) could be evaluated by determining how well it accounted for the
covariances among the variables (Kline, 2005; Ullman, 2001; Valluzzi, Larson, & Miller,
2003).
Setting
The setting of the CURA study was London, Ontario and its surrounding areas.
Some interviews were held at the residence of the participants, including housing
locations like shelters and group homes, or in independent living settings. Alternative
interview sites were arranged at a general community location that was accessible via
bus, for example, public library meeting rooms and hostel meeting rooms.
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Sample
Participation in the CURA study included three criteria: a) being able to provide
informed consent; b) having a history of mental illness for at least one year; and c) being
able to speak and understand English. Participants were excluded if they had a diagnosis
of an organic brain disease (e.g., Alzheimer’s disease) to the extent that it interfered with
their ability to participate in the interview. A total of 1503 interviews were completed in
the CURA study of individuals living in a variety of different housing types. The CURA
study was stratified by housing types and by sex.
The target population for this current study was limited to those who were
homeless, identifying their place of residence as “on the street”, “shelter/hostel” or
“other”. Individuals who listed “other” most commonly described their living situation
as “crash beds”. The target population was also limited to participants with complete
data sets; any participants with missing data were removed. Consequently, for this study,
a total of 385 participants were analyzed.
A younger group and an older group were defined based on age. Currently, there
is no standard definition for “youth”, as the definition varies depending on the context in
which it is used (Kelly & Caputo, 2007). Within Canada there are youth initiatives and
programs that extend to 30 years of age (Kelly & Caputo, 2007). Thus, for this study, the
younger group consisted of participants from age 16 to 30 (n=144), with a mean age of
21.4. The older group consisted of the remaining participants, age 31 to 72 (n=241), with
a mean age of 42.8.
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Data Collection
The CURA data was collected via in-depth interviews, which employed both
qualitative and quantitative strategies. The CURA study was designed to answer other
research questions, while at the same time collect data for future secondary analyses.
Secondary analysis of data is cost-effective, both in time and money (Boslaugh, 2007;
Gleit & Graham, 1989). It also allows further development of research questions without
diminishing the importance of the original study, where limitations may have existed or
have been different (Boslaugh, 2007; Gleit & Graham, 1989; Smith, 2008).
Among the instruments utilized in the CURA, three specific quantitative measures
were used to examine the hypotheses of this study: the Childhood Trauma Questionnaire
(Bernstein et al., 1994); the Quality of Life Interview Brief Version (Lehman, 1988); and
the Colorado Client Assessment Record (Ellis, Wilson, & Foster, 1984). A demographic
questionnaire was also used to obtain general demographic information.
Measures
Demographic questionnaire. The demographic information that was collected
included: age, sex, race, marital status, education status (highest level of schooling
completed), employment status, and current place of residence.
Childhood Trauma Questionnaire. The history of violence variable includes
childhood trauma and was assessed using the Childhood Trauma Questionnaire (CTQ).
The CTQ, developed by Bernstein et al. (1994), is a standardized self-report instrument
designed to provide a brief and reliable history of abuse and neglect. The CTQ is
appropriate for adolescents, ages 12 and older, and adults (Bernstein & Fink, 1998). The
original questionnaire contained 70 items and demonstrated good reliability and validity

39

(Bernstein, Ahluvalia, Pogge, & Handelsman, 1997; Fink, et al., 1995). The most current
version of the CTQ consists of 28 items that were analyzed for this study based on the
instructions indicated by the CTQ manual (Bernstein & Fink, 1998).
The CTQ assesses five types of maltreatment: emotional abuse, physical abuse,
sexual abuse, emotional neglect, and physical neglect; five items within the questionnaire
represent each type of maltreatment. Additionally, a 3-item Minimization/Denial scale is
included in order to detect false-negative trauma. Participants respond to each item on a
5-point Likert scale based on frequency, with response items listed as “Never True”,
“Rarely True”, “Sometimes True”, “Often True”, and “Very Often True”. Items are
summed to produce subscale scores, which quantify the severity of each type of trauma.
Using Cronbach’s alpha, internal consistency reliability coefficients ranged from
satisfactory to excellent, ranging from a median of 0.66 to 0.92 (Bernstein & Fink, 1998).
Test-retest reliability was also assessed by the original authors, and a good interclass
correlation was found between the first and second testing. Bernstein and Fink (1998)
suggested that the CTQ provides stable responses over lengthy time intervals and
uncontrolled settings.
Quality o f Life Interview Brief Version. The quality of family relationships and
the quality of social relationships was assessed using the Quality of Life Brief Version
(QoL). The QoL was developed by Lehman (1988) and was derived from the Quality of
Life Interview Full Version. The QoL was originally developed to assess the outcomes
of patients who had chronic mental health problems, and was first applied to determine
the effects of deinstitutionalization (Lehman, 1995; Norholm & Bech, 2007).
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Both subjective and objective quality of life indicators are measured in the QoL,
which consists of 74 items, split into eight domains. The domains include: living
situation, daily activities and functioning, family relations, social relations, finances,
work and school, legal and safety issues, and health. Participants respond to subjective
items that measure what people feel about their experiences, using a 7-point satisfaction
scale from “Terrible” to “Delighted”. These responses are transposed to a 1 to 7 scale,
where 7 indicates the best level of quality of life. Participants respond to objective items
that measure what people do and experience with “At least once a day”, “At least once a
week”, “At least once a month”, “Less than once a month”, and “Not at all”. “Yes” and
“No” responses were used for items that did not refer to frequency. This study used the
subjective items from the domains of family relations and social relations. The quality of
family relationships was measured with the items: “Feel about how one’s family acts
towards each other”, and “Feel about family in general”. The quality of social
relationships was measured with items: “Feel about the time spent with others”, “Feel
about what one does with others”, and “Feel about the other people one spends time
with”, where “other(s)” meant friends/non-family members.
Internal consistency reliability coefficients ranged from 0.79 to 0.88
(median=0.85) for the subjective measures, and from 0.44 to 0.82 (median=0.68) for the
objective measures in the QoL (Lehman, 1996). Test-retest reliability analysis was
assessed, with subjective measures ranging from 0.41 to 0.95 (median=0.72) and
objective measures ranging from 0.29 to 0.98 (median=0.65) (Lehman, 1996). Using
confirmatory factor analysis and multivariate predictive models, Lehman (1996) also
concluded that construct and predictive validity was good.
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Colorado Client Assessment Record. The overall mental illness severity and the
past victimization were measured with the Colorado Client Assessment Record (CCAR),
developed by Ellis et al. (1984). Past victimization plus childhood trauma (from the
CTQ) represented the history of violence variable. The CCAR is a standard interviewadministered problem checklist and multivariable level-of-functioning rating scale
assessment. It was initially designed by the Colorado Division of Mental Health to
measure treatment outcome in 1979 (Ellis, Wackwitz, & Foster, 1991). The CCAR
provides a means to conduct needs assessments, define target groups, estimate bed needs
and complete cost-effectiveness studies (Ellis et al., 1984). It has been used in the past as
an outcome measure for people with chronic mental health issues (Bartsch, Shem, Cohen,
& Wilson, 1995), as well as for assessing community mental health projects (Durbin,
Cochrane, Goering, & Macfarlane, 2001; Durbin, Goering, Steiner, & Pink, 2004).
Specially trained research assistants rated the problem severity of 21 domains of
the CCAR that impact mental health. Each item is based on a 9-point Likert scale with
responses ranging from 1 - ‘None” to 9=“Extreme”. This study used the domains of
Depression, Anxiety, Thought processes and Substance abuse, as well as Overall Problem
Severity to measure overall mental illness severity. Research assistants rated Depression
of the participant based on the observation of six characteristics: depressed, hopeless, sad,
lonely, worthless and dejected. Anxiety is based on eight characteristics: nervous, tense,
phobic, fearful, panic, flashbacks, anxious, and nightmares/terrors. Thought process is
based on seven characteristics: bizarre, delusions, obsessive, paranoid, suspicious,
hallucinations, and repeated thought. Substance abuse is based on five characteristics:
problem with alcohol, in recovery, interferes with responsibility, dependant/addicted, and
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problems with drugs. Past victimization was determined based on “yes” or “no”
responses to questions regarding sexual abuse, emotional abuse, physical abuse and
neglect within the lifetime of the participant. In this study, any participant who answered
“yes” to any of the questions was categorized as having been victimized in the past.
Reihman, Wolford, Knapp, MacCullum and Murray (1983) used the CCAR to
evaluate the outcomes of an adult day treatment program. By comparing the mean
CCAR scores at pre-treatment and at post-treatment time points, the authors concluded
that the CCAR was a valid instrument for evaluation. Durbin et al. (2001) assessed inter
rater reliability where intra-class correlations exceeded 0.70 for all CCAR domains. The
authors also reported on a study in Florida that resulted in moderate to high intra-class
correlations that exceeded 0.50 for 17 out of 18 ratings in the version of the CCAR called
the Functional Assessment Rating Scale (Durbin et al., 2001).
Data Analysis
Data from the CURA study was entered into a separate file and screened for
missing data. Those participants with missing data were removed. The demographics of
each group were described using descriptive statistics, derived from Statistical Package
for Social Sciences (SPSS).
The main analytic strategy for this study was SEM, which was conducted using
AMOS. AMOS is a statistical software package specifically used for the analysis of
SEM, produced by SPSS. The sufficiency of the fit of the model was determined using
the Comparative Fit Index, the Root Mean Square Error of Approximation, and
Goodness-of-Fit Index. Latent variables (overall mental illness, quality of family
relationships, quality of social relationships, and history of violence (childhood trauma
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and general victimization)) were examined for model fit using a chi-square (x^)
difference test. Within group and between group analyses were completed using AMOS
for the younger and the older groups based on the theoretical model (Figure 1). In the
path diagram, a line with one arrow was used to indicate the hypothesized relationships
being analyzed between latent variables. A line with an arrow at both ends (i.e. between
quality of family relationships and quality of social relationships, and between childhood
trauma and general victimization) were indicative of unanalyzed relationships, where
covariance between the two variables had no implied direction of effect (Ullman, 2001).
Statistical tests were two-tailed and p-values less than 0.05 were considered statistically
significant. Subgroup analyses were completed post hoc, examining within group
differences for sex groups and age plus sex groups.
Protection o f Human Rights
The CURA study was granted ethics approval by the Research Ethics Board for
Health Sciences Research of the University of Western Ontario (UWO-HSREB). Formal
ethics approval for this secondary analysis study was not required as indicated by the
guideline l-G-002 of the UWO-HSREB and confirmed via email by a senior ethics
officer at the Office of Research Ethics (UWO) (Appendix A). Data for this study was
provided without any identifiers and without any possible linkages to the participants.
Participants of the CURA study were voluntary, informed both verbally and in writing of
their rights and of the potential benefits and risks of the study. Participants were required
to read a letter of information and sign a letter of consent prior to participating in the
CURA study. The participants were given a $20 honorarium for participation.

44

Results
Sample Descriptions
There were a total of 385 participants between the ages of 16 and 72 years, with a
mean age of 34.8 (SD=12.6). Participants consisted of 145 females and 240 males. The
participants were divided into two groups: Younger, and Older. The younger group
consisted of 144 participants from 16 to 30 years old, with a mean age of 21.4 (SD=4.1).
Within the younger group, 69 were female and 75 were male. More than three-quarters
of the younger group (77.8%) identified themselves as Caucasian. The older group
consisted of 241 participants from 31 to 72 years old, with a mean age of 42.8 (SD=8.5).
There were 76 female and 165 male participants in the older group. Almost threequarters of the older participants (74.3%) identified themselves as Caucasian. Table 1
offers a more detailed breakdown of the general demographics of the groups.
Almost all of the younger participants (97.9%) indicated their current place of
residence as a shelter or hostel. Nearly half of the younger participants (45.1%) indicated
a primary diagnosis of a mood disorder, which included depression and bipolar disorder.
Over a third of younger participants (36.1%) were using psychotropic medication at the
time of the interview. Almost all the participants of the older group (97.1%) indicated
that their current place of residence was a shelter or hostel. Just over half the older
participants (51.5%) had a primary diagnosis of a mood disorder. More than half the
older participants (61.8%) were currently on psychotropic medications at the time of the
interview. Table 2 presents more details of the housing and mental health characteristics
of the groups.
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Table 1. General descriptive characteristics of the Younger and the Older groups.

Age
Female
Male

Younger (n=144)
Mean
SD
21.4
4.1
20.9
4.3
3.8
21.9
n

Sex
69
Female *
75
Male *
Race
112
Caucasian
3
Black
2
Hispanic
Asian
14
Aboriginal
17
Other
Marital Status
136
Single/never married *
3
Separated/divorced *
Widowed *
4
Married/common law
1
Other
Education Status
No formal schooling
Elementary school or less *
6
Some high school *
81
39
Completed high school *
11
Some college or university
Completed college or university *
7
Other
Employment Status
8
Employed-full time
11
Employed-part time
Homemaker
Retired *
Volunteer worker
64
Student/re-training *
28
Unable to work *
32
Able to work, but unemployed
1
Other
* Significant difference between groups, p<0.05

Older (n==241)
Mean
SD
42.8
8.5
41.1
8.2
8.5
43.6

%

n

%

47.9
52.1

76
165

31.5
68.5

77.8
2.1
1.4

179
5
1
1
18
37

74.3
2.1
0.4
0.4
7.5
15.4

113
102
10
15
1

46.9
42.3
4.1
6.2
0.4

2
28
102
38
27
42
2

0.8
11.6
42.3
15.8
11.2
17.4
0.8

5
12
3
8
1
36
121
53
2

2.1
5.0
1.2
3.3
0.4
14.9
50.2
22.0
0.8

9.7
11.8
94.4
2.1
2.8
0.7

4.2
56.3
27.1
7.6
4.9

5.6
7.6

44.4
19.4
22.2
0.7

Table 2. Housing and mental health characteristics of the Younger and the Older groups.
Younger (n=144)
n
%
Place of residence
On the street
Shelter/hostel

3
141

Primary diagnosis
Anxiety disorder
10
1
Developmental handicap
Disorder of childhood/adolescence *
10
Mood disorder
65
Personality disorder
2
3
Post-traumatic stress disorder
Schizophrenia
15
Substance-related disorder
Other
7
Unknown *
31
52
Currently using psychotropic
medication *
* Significant difference between groups, p<0.05

Older (n=241)
n
%

2.1
97.9

5
236

2.1
97.1

6.9
0.7
6.9
45.1
1.4
2.1
10.4

23

9.5

2
124
8
11
34
5
5
29
149

0.8
51.5
3.3
4.6
14.1
2.1
2.0
12.0
61.8

4.9
21.5
36.1

Assessing Fit o f the Model
The model derived for this study consisted of *2=367.138, with 201 degrees of
freedom (df). Results for the assessment of the fit of the model for the younger and the
older groups indicated the model had good fit. The Comparative Fit Index (CFI)=0.915,
which was slightly lower than the recommended value of 0.95 or higher for good fit (Hu
& Bentler, 1999). However, Hu and Bender (1999) noted the difficulty of designating a
specific cut-off value for fit indices, as conditions for assessment vary depending on the
data and scenario. An assessment of the Root Mean Square Error of Approximation
(RMSEA)=0.046, indicating a good-fitting model relative to the model degrees of
freedom (Hu & Bender, 1999; Ullman, 2001). The Goodness-of-Fit Index (GFI)=0.894
also supported that the model had good fit.
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The constructs within the model were also tested to ensure the soundness of the
model for the younger and the older groups. Chi-square (*2) difference tests were
conducted for the quality of relationships (social and family), childhood trauma, and
overall mental illness, which were analyzed as subset models. Each free (unconstrained)
subset model was compared to a fixed (constrained) version of itself in order to determine
if there were any significant differences within the model. No significant differences
were found, with the *2 difference of quality of relationships= 1.162 (df=3), the *2
difference of childhood trauma=l .706 (df=5), and the *2 difference of overall mental
illness=1.644 (df=4), indicating good soundness of the model.
Within Group Results
Significant pathways were determined by 2-tailed tests, with a p-value less than
0.05. Within the younger group a significantly negative pathway between childhood
trauma and the quality of family relationships was demonstrated with B= -0.487. The
quality of social relationships and mental illness also had a significantly negative
association with 5= -0.253. Childhood trauma and mental illness had a significant
association with each other, with a 5=0.351. Figure 2 provides a more detailed
representation of the pathways within the younger group with standardized coefficients.
A Sobel test was performed to determine if there were any significant indirect effects
within the model pathways; however, none were found within the younger group.
Within group results for the older group demonstrated significantly negative
pathways between childhood trauma and quality of social relationships (5= -0.302) and
between childhood trauma and quality of family relationship (5= -0.430). Childhood
trauma and overall mental illness had significant association (5=0.450). Victimization
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and quality of family relationships had a significant association with each other
(6=0.173). Figure 3 offers a more detailed representation of the pathways, with their
standard regression coefficients, for the older group. No significant indirect effects were
found within the older group when the Sobel test was completed.

-P»

VO

Ul

o

51

Between Group Results
Chi-square (x^) difference tests were performed on the pathways of the model
against the default model of the two groups to determine whether there were any
significant differences between the younger and older groups. Eight pathways were
analyzed as subset models, including: childhood trauma and quality of family
relationships, childhood trauma and quality of social relationships, childhood trauma and
overall mental illness, victimization and quality of family relationships, victimization and
quality of social relationships, victimization and overall mental illness, quality of family
relationships and overall mental illness, and quality of social relationships and overall
mental illness. No significant differences were found when x^ difference test was applied
to each subset model. The x^ difference of childhood trauma and quality of family
relationships=0.288 (df==l); the x^ difference of childhood trauma and quality of social
relationships^ .805 (df=l); and the x^ difference of childhood trauma and overall mental
illness=0.471 (df=l). The x^ difference of victimization and quality of family
relationships^.287 (df=l); the x^ difference of victimization and quality of social
relationships=0.851 (df=l); and the x^ difference of victimization and overall mental
illness=0.067 (df=l). The x^ difference of quality of family relationships and overall
mental illness=0.107 (df=l); and the x^ difference of quality of social relationships and
overall mental illness=0.221 (df=l). Therefore, there were no between group differences
found among the pathways of the model. Since no between group differences were found
within the analysis, a Bonferroni test was not performed.
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Post Hoc Subgroup Results
Within group post hoc analyses were performed on the data set based on two sex
groups (female and male), and based on four age plus sex groups (younger+female,
younger+male, older+female, and older+male) (Table 3). Assessment for model fit based
on the sex groups indicated a good fit with CFI=0.926, RMSEA=0.043, and GFI=0.899.
Assessment for the constructs within the model also indicated good fit for the sex groups.
Within group analysis for the female group indicated statistically significant pathways
between childhood trauma and quality of family relationships (B= -0.421), and between
childhood trauma and overall mental illness (5=0.437). Significant pathways within the
male group included: childhood trauma and quality of social relationships (B= -0.352),
childhood trauma and quality of family relationships (5= -0.447), childhood trauma and
overall mental illness (5=0.335), quality of social relationships and overall mental illness
(5= -0.367), and quality of family relationships and overall mental illness (5=0.206).
Additionally, a significant indirect effect was found when a Sobel test was performed
between childhood trauma and overall mental illness via quality of social relationships
within the male subgroup.
Table 3. Standardized regression coefficients for within group pathways.
CT-FR Victim- Victim- SR-MI FR-MI CT-MI VictimMi
FR
SR
Younger -0.108 -0.487* -0.060 -0.008 -0.253* 0.091 0.351* 0.020
Older -0.302* -0.430* 0.068 0.173* -0.183 0.037 0.450* -0.015
0.099 -0.122 -0.064 0.437* 0.015
Female -0.036 -0.421* 0.066
0.118 -0.367* 0.206* 0.335* -0.015
Male -0.352* -0.447* 0.051
0.072
0.027 -0.225 -0.012 0.270
Younger & Female -0.088 -0.461* 0.073
0.050
0.279
0.265
Younger & Male -0.064 -0.503* -0.099 0.010 -0.311
0.200 -0.067 -0.081 0.603* -0.043
Older & Female 0.061 -0.386* 0.206
0.157 -0.338* 0.174 0.324* -0.003
Older & Male -0.498* -0.435* 0.120
CT = childhood trauma; SR = quality of social relationships; FR = quality of family
relationships; Victim = victimization; MI = mental illness; * significant pathways, p<0.05
CT-SR
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Assessment of model fit for the four age plus sex subgroups indicated good fit,
where CFI=0.903, RMSEA=0.035, and GFI=0.839. When assessing the soundness of the
constructs of the model for the four subgroups, the quality of relationships (social and
family) resulted in negative variances for the young+female and the older+female groups.
These results may be indicative of challenges with the model for the age plus sex
subgroups. However, the childhood trauma and the overall mental illness subset models
maintained good fit for all four subgroups. Despite concerns of model fit for the age plus
sex subgroups, within group analyses were performed in order to gain further insight into
the data set. The younger+female group indicated a significant pathway between
childhood trauma and quality of family relationships (5= -0.461). The older+female
group indicated significant pathways between childhood trauma and quality of family
relationships (5= -0.386), and between childhood trauma and overall mental illness
(5=0.603). The younger+male group demonstrated significant pathway between
childhood trauma and quality of family relationships (5= -0.503). The older+male group
showed significant pathways between childhood trauma and quality of social
relationships (5= -0.498), between childhood trauma and quality of family relationships
(5= -0.435), between childhood trauma and overall mental illness (5=0.324), and
between quality of social relationships and overall mental illness (5= -0.338).
Discussion
The purpose of this study was to examine the impact of social determinants of
health, including history of violence (represented by the measures of childhood trauma
and victimization), quality of social relationships, and quality of family relationships, on
the mental health status of young homeless individuals. Within group results for the
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younger group demonstrated evidence of significant interactions between the quality of
social relationships and overall mental illness, and between childhood trauma and overall
mental illness. Within group analysis also indicated significant interactions between
childhood trauma and the quality of family relationships. These within group results are
clinically significant, emphasizing the need to recognize that age is an important factor
when considering program development and intervention strategies for homeless youth.
The first within group hypothesis predicted that a history of violence would have
a significant relationship with overall mental illness severity. While victimization and
overall mental illness did not have a significant relationship, a significant relationship
was demonstrated between childhood trauma and mental illness among the younger
group, supporting this hypothesis. The lack of significant relationship with victimization
may have been due to a lack of variance, since victimization was based on a basic “yes”
or “no” response measure, while childhood trauma had a 5-point Likert scale response
measure. These results suggest that as the CTQ scores increased, indicating increased
childhood trauma, there was an increase in the severity of mental illness. Youth who
experience ongoing trauma can present mental health issues including: borderline
personality disorders, dissociative disorders, self-injurious and suicidal behaviour, mood
and anxiety disorder, and substance abuse problems. Furthermore, co-morbidity is often
the rule rather than the exception during diagnosis (Shaw, 2000). Exposure to traumatic
experiences during childhood can significantly affect an individual cognitively,
physically and socially since these experiences occur in the formative years of a young
person’s life.
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The second hypothesis predicted that the quality of social relationships would
have a significant relationship with overall mental illness severity. Within group results
for the younger group supported this hypothesis, where quality of social relationships had
a significantly inverse association with mental illness. This implies that as the quality of
social relationships increased, there was a decrease in the severity of mental illness
among younger participants. Strong social ties have beneficial effects not only on mental
health, but also on physical well-being (Heinrich & Gullone, 2006; Kawachi & Berkman,
2001). During adolescence, the need for stronger social relationships develops, involving
loyalty, support and intimacy, as opposed to merely sharing activities (Heinrich &
Gullone, 2006). These within group results may reflect the importance of having a strong
social support system among younger individuals, particularly since many homeless
youths have left home due to family problems (Miller, Donahue, Este, & Hofer, 2004).
This analysis did not support the hypothesis that there is a significant relationship
between quality of family relationships and overall mental illness severity. The
expectation of this study was that quality of family relationships would have an inverse
relation to mental illness, such that if the quality of family relationships decreased, the
severity of mental illness increased. Repetti, Taylor and Seeman (2002) reported that
significant associations were found between poor parental behaviour and an increased
risk of psychiatric disorders in individuals during late adolescences and early adulthood.
While the current results of this analysis for the younger group did show an inverse trend
between quality of family relationships and overall mental illness, it was not significant.
Youths from poor functioning families often try to distract their own and others’ attention
from their high-conflict homes (Repetti, et al. 2002). This avoidance may have extended
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to the interview completed (in the CURA study) by the younger participants.
Additionally, by leaving home younger participants may actually feel more positive since
they are no longer in an abusive situation, resulting in lower severity of mental illness.
Findings may also indicate that despite being homeless, younger participants may still
have strong family ties with non-parental family members and consider these
relationships of high importance and quality.
Results among the younger group did not support the hypothesis that a history of
violence would have a significant relationship with quality of social relationship. It was
expected that as the amount of violence experienced increased, the quality of social
relationships would decrease, because there is evidence in the literature that incidences of
early abuse have a strong association with aggressive and antisocial behaviour in later
years (Salzinger, Feldman, Hammer, & Rosario, 1993). Within group analysis did
suggest an inverse relationship between the variables, however, it was not statistically
significant. This may be due to the kind of social relationships that the younger
participants had. Despite having social ties, these circles may have been very negative,
with the participants being exposed to drugs, crime and other threats to their well-being
(Padgett, Henwood, Abrams, & Drake, 2008). As well, a lack of significance may be due
to the shame and stigma associated with some traumatic events, like sexual or physical
abuse (Charuvastra & Cloitre, 2008). Due to the stigma of these events, the social
support systems may respond negatively, possibly judging victims harshly, putting blame
on the victims, and rejecting them socially.
The last within group hypothesis predicted that history of violence would have a
significant relationship with quality of family relationships. This was supported by the

findings within the younger group that childhood trauma and quality of family
relationships demonstrated a significant inverse interaction. This shows that as the CTQ
scores increased, indicating an increase in childhood trauma, the quality of family
relationships decreased. This result may be reflective of a causal relationship, where
childhood trauma inflicted by family members would impact the quality of the
relationships between the participant and their family members. The influence of the
quality of the family environment on a history of violence has not been researched much,
likely because childhood violence is most often associated with abusive family homes.
However, a history of violence may also be caused from outside the family. Studies have
suggested that parent-child relationships are more influential on the psychiatric
symptomology that result from a history of violence than the actual risk of victimization
(Boney-McCoy & Finkelhor, 1996; Hanson et al., 2006). Nevertheless, even the most
positive family relationships are limited in the amount of protection for youths with a
history of violence (Luthar & Goldstein, 2004).
Between group hypotheses predicted that significant differences would exist
between demographics of younger and older homeless populations. A more specific
hypothesis predicted that the interaction between quality of family relationships and
overall mental illness would be significantly different between groups. Youth may still
maintain relationships with their family members after leaving home. However, older
participants may have abandoned family relationships for social relationships as
alternative support systems. Unexpectedly, there was no evidence of significant
differences between groups when analyses were performed, both for the theoretical
model and the subset models. This may be a reflection that the pressures of homelessness
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are as intense on younger individuals as they are on older persons. A lack of significance
between groups may suggest that being homeless results in issues that impact mental
health regardless of age. Alternatively, the lack of statistically significant results
between groups may also be due to only having two age cohorts. With only two age
groups, differences related to age may have been lost within the sample; increasing the
number of cohorts by further delineation of age may have provided better representation
of the sample, allowing for a more variation to be observed between groups.
While there is insufficient literature regarding the impact of age and social
determinants on mental health, there have been reports examining the differences of
prevalence of mental health challenges between different age groups. Significant
differences were found between age groups in depression and anxiety, where there was a
higher incidence among younger groups (Jang, Chiriboga, & Okazaki, 2009; Kessler, et
al., 2010). Jang et al. (2009) noted that different life experiences and exposures to mental
health issues vary between age groups. The authors emphasized the importance of
exploring age-specific risk factor and age-relevant intervention strategies.
Despite a lack of statistically significant between group results, the statistically
significant within group results of the younger group highlighted the clinical importance
of social determinants of health in relation to the mental well-being of homeless youth.
Analysis of the younger group revealed significant pathways between childhood trauma
and overall mental illness, childhood trauma and quality of family relationships, and
quality of social relationships and overall mental illness. Recognizing clinically relevant
results is important when considering interventions and programs for homeless youth.
Other research suggests programs should provide help for homeless youth to obtain
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financial support and affordable housing, offer life skills training, and encourage further
education and job training (Tweddle, 2007), to support and encourage youth to get off the
streets. Interventions strategies should be designed to reflect the fact that levels of
exposure to life stresses and their intensities may vary in different age groups (Jang et al.,
2009). As demonstrated by the within group results (Table 3) for the older and younger
group, the female and male groups, and the younger+female, younger+male,
older+female and older+male groups, each group had significant relationships among
variables, some of which were common and some of which were unique to specific
groups.
A history of violence was a construct consisting of childhood trauma and general
victimization. While childhood trauma demonstrated significant relationships with the
other variables, victimization showed no significant relationships within groups, with the
exception of the older group. However, the significance of the relationship within the
older group had a positive directionality, indicating that if a history of victimization
existed, there is an increase in the quality of family relationships. This result was
unexpected. It may be explained by the fact that victimization was measured to include
any lifetime history of victimization, including those caused by non-family members.
The CTQ measured only childhood trauma predominantly caused by family members.
This may suggest that when older participants were victimized by non-family members,
their family support increased, improving the quality of family relationships.
Childhood trauma had the most impact on all groups analyzed. Within group
results indicated that childhood trauma had significant relationships with the variables of
quality of family relationships, quality of social relationships and overall mental illness.
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The significant relationships found in this study imply the need for better scrutiny of
youths with dysfunctional family homes. Schools may have a role to play in supporting
at risk youths in these families. The significant impact of childhood trauma on youth is
strongly supported throughout the literature (Ryan et al., 2000; Stiffman, 1989; Tyler et
al., 2003). Considering that parental violence and at-home conflict is one of the most
common reasons for youths leaving home (Haber & Toro, 2009; Mallett & Rosenthal,
2009; Rosenthal et al., 2006), it is becoming increasingly important for interventions and
initiatives to be relevant for homeless youth. Strategies that suggest returning homeless
youth to their family home may not be a viable or safe option, as these youth often left
home to escape abusive households. Instead, resources should focus on providing
positive coping skills to aid them in surviving their current situation and deal with mental
health issues.
Limitations
This study was a secondary analysis of a CURA database, and was limited to the
instruments and resources utilized by the CURA study. While the CURA study obtained
cross-sectional data, including participants with varying degrees of homelessness, there
was limited access to the “hidden” or “invisible” homeless, and therefore this population
may not have been sufficiently represented (Robert et al., 2005). “Hidden homeless”
consist of individuals who are homeless, but avoid official service networks, like shelters
and care clinics. These groups may reside in less accessible areas, like under bridges and
in parks. Hidden homeless also include those who move from one acquaintance to
another every few days, which can be referred to as “couch surfing” (Robert et al., 2005;
CMHC, 2001). Homeless youth are also considered a highly transient group (Ayerst,
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1999), which results in difficulty retaining participants. As a result, this study was
limited to only participants who were accessible to the research team, and may not have
been reflective of the full spectrum of homeless individuals and their experiences.
The use of self-reporting methods to measure the social determinants should also
be taken into consideration as a limitation of this study. The quality of family
relationships and quality of social relationships were based on the subjective responses of
the participants. While participants of self-reporting methods may give sincere attempts
to answer honestly, they may lack insight or understanding of their problems. In
addition, participants may present incomplete or inaccurate responses as an unconscious
defence or “impression management strategy” (Ganellen, 2007). Participants may not
want to respond to statements that would be unflattering or reflect badly on their social
standing. They may want to protect their family by exaggerating the quality of the
relationships. Interviewers had no method of confirming the responses participants gave
concerning the quality of their relationships. Thus, it is possible that the participants gave
biased responses to those questions.
The construct of a history of violence, derived from victimization and from
childhood trauma, was retrospectively self-reported by the participants. The
Minimization/Denial subscale of the CTQ suggested that the majority of the participants
in this study (84.1%) reported their experiences honestly when questioned about
childhood trauma. However, interpersonal traumas are events that are particularly
vulnerable to memory biases or distortions (Charuvastra & Cloitre, 2008). These biases
or distortions may have an impact on the validity and the accuracy of the responses given
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by participants. Therefore, we cannot rule out the possibility of recall bias with regards
to a history of violence experienced by the participants.
Another limitation is that the victimization measure used in this study was a poor
measure of history of violence, particularly when compared to the CTQ. Positive
correlations were found between the CTQ and victimization measures. However,
victimization consisted of a simple “yes” or “no” response option to any lifetime
victimization experienced by the participant. Participants may have felt that the yes/no
response options were rigid and may have been restricting to their answers, particularly if
there was confusion regarding their perception of past experiences. The CTQ responses
were on a Likert scale, and provided participants a more flexible response scale in
comparison. The CTQ does specifically focus on detecting childhood events of abuse
and neglect (Bernstein & Fink, 1998). Due to the age range of the younger participants,
this may be indicative of the entire lifetime history of violence for the younger group,
limiting the usefulness of the victimization measure. The limitations of the victimization
measure may be reflected in the lack of significant relationships with other variables
when analyzed, while childhood trauma had strong associations with almost all other
variables within the all group analyses.
The use of a structural equation model with a moderately sized sample group for
the analysis may have been a limitation. Generally, the average recommended sample
size for SEM is at least 200 subjects (Tomarken & Waller, 2005), although a medium
sample size of between 100 and 200 subjects has been stated as an acceptable minimum
(Kline, 2005). The sample size for the younger group was 144 participants. As well, the
broad age range of the younger group (16 to 30 years) may have been a limitation,
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contributing to a loss of variability within the sample, which may have been reflected in
the lack of significant differences between groups. A better representation of the variation
between age groups may require the use of groups with narrower age ranges.
Additionally, this study looked at only a limited number of social determinants of
health as variables within the SEM. Based on the size of the CURA database, other
variables that were discarded in the process of development could have been used within
this model to examine the impact of social determinants of health on homeless youth.
These omissions may depict “a misleading picture of the measurement and/or causal
structure and, in addition, commonly result in biased parameter estimates and inaccurate
estimates of standard errors” (Tomarken & Waller, 2005). Lastly, while the model used
in this study had good fit, it is possible that alternative models may have existed that
could have fit the data equally well or better (Tomarken & Waller, 2005). Nevertheless,
this study and the model used provided valuable results examining the effects of social
determinants of health on homeless youth and mental health issues. In particular, within
group results highlighted the clinical significance social determinants of health have on
have on younger homeless populations and the unique issues that youth deal with.
Conclusion
Results from this study indicated that social determinants of health do have an
impact on the mental health of homeless individuals. In particular, a history of childhood
abuse demonstrated a strong relationship with overall mental illness severity within
groups. No statistically significant results between the younger and the older groups
were found in this study, suggesting that being homeless has its own unique issues that
impact the mental health of an individual regardless of age. However, the statistically
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significant pathways found during the within younger group analysis draws attention to
the clinical significance of age and social determinants of health on the mental health of
homeless youth. These within group results should not be dismissed, as they highlight
the clinical importance of being aware of the particular situation of the younger homeless
population. Health care providers should recognize that while homelessness as a whole
has issues that can be generalized among all ages, the experience of each age
demographic is unique, and particular vulnerabilities are associated with homeless youth.
Research focusing on the mental health of homeless youth has been limited, since
this age demographic is often overlooked when examining homelessness. Considering
that young adults are in a vulnerable transition period from childhood to adulthood, a
better understanding of the risks for mental illness is a necessity, particularly among the
homeless population. Even more lacking in current research is the impact of
determinants of health on the mental health of the homeless youth population.
Mental health cannot simply be defined as a lack of mental illness. It should be
acknowledged that mental health is a complex concept influenced by environmental,
socio-economic and cultural determinants. These determinants of health, along with
genetic, molecular, biochemical and psychological factors, have a major influence on
mental health issues (Lauder, Kroll, & Jones, 2007). Increased awareness on the impact
of determinants of health may provide improved support to the current resources
provided to homeless young adults, and assist in the development of informed policy and
program. Ultimately, increased awareness may offer an opportunity for individuals to
better understand themselves and improve their current condition.
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CHAPTER 3
Implications
Based on the results of this study, social determinants of health have a significant
impact on the mental health of homeless youth. While there was a lack of significant
differences between the younger and older homeless groups, within group results of the
younger group did demonstrate that it is clinically important to recognize the effect social
determinants have on a homeless youth population. This clinical within group
significance needs to be considered when forming policies and developing initiatives and
programs aimed at helping this age demographic. The current literature regarding
homeless youth, mental health and social determinants of health is limited, suggesting the
need for more research focussing on the factors that affect this population and their
mental health status.
The variable of childhood abuse demonstrated an overwhelmingly significant
relationship with the overall mental illness severity of individuals in the subgroups
analyzed. This relationship highlights the impact that childhood experiences have on an
individual, suggesting that these experiences leave a lasting impression throughout a
person’s lifetime. The impact childhood abuse has on the mental health status of
adolescents and young adults can be especially strong, as this is a time of transitioning
from childhood to adulthood, during which a young person is especially vulnerable to
risks (Tweddle, 2007).
Implications for Canadian Policies
Child abuse within Canada is handled by individual provincial and territorial child
welfare services. While basic statutes are common among provinces and territories, a
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great deal of variation can be found. For example, some provinces investigate up to the
age of 16 years while others go up to the age of 19 years. The specific kinds of
maltreatment covered, procedures for investigation, assessment tools, grounds for
removal, and timelines for determining permanent wardship also differ among provinces
and territories (Trocme et al., 2005). These legislative and policy differences can cause
difficulties compiling statistics for research and confusion when trying to interpret these
statistics on a national level. At the very least, consensus on the definition of abuse
should be established to better facilitate research of child abuse in Canada.
Child and youth mental health services are implemented on a provincial/territorial
level as well. Like child welfare services, there is no national child and youth mental
health strategy. There is a lack of consistency across Canadian provinces and territories
for child and youth mental health services on a provincial/territorial level. Additionally,
there are inter-jurisdictional variations with differences at the hospital service level and
community services level (Leitch, 2007). This lack of uniformity at even the most basic
service levels causes serious obstacles in attempts to help youth who need mental health
support. With the creation of the Mental Health Commission of Canada in 2007, the
Health Canada advisor recommended a focus on child and youth mental health issues as
part of the National Mental Health Strategy (Leitch, 2007). If left untreated, mental
health issues among youth can cost exponentially more in long-term health care and
social service system than if detected, diagnosed and treated/managed early on. This is
especially important to consider as mental illness among children and youth is predicted
to increase by 50% by the year 2020 (Leitch, 2007).

75

Homeless youth are especially susceptible to mental illness because they usually
lack a support network, which can aid in their transition from child to adult. In addition,
homeless youth commonly leave home to escape a dysfunctional and/or abusive home
life (Reid, Berman, & Forchuk, 2005), which can magnify mental health issues (Haber &
Toro, 2009). Youth under the age of majority, which is either 18 or 19 years old
depending on the province/territory, are the responsibility of their parents or their legal
guardian. However, if parents/guardians are unable to care for their children the
provincial government is responsible to protect the rights of the minor, and may
ultimately have legal guardianship over the youth. Unfortunately, youths who enter the
child welfare system at 15 or 16 years old are often considered not as vulnerable or in
need of as much care as younger children (Chau & Gawliuk, 2009), and are generally
offered less assistance. The limited resources offered to youth often leads to the
undesirable choice of either returning to a dysfunctional home or trying to manage on
their own (Chau & Gawliuk, 2009).
Furthermore, while adult homelessness is monitored by provincial/territorial
housing systems, youth homelessness is considered the responsibility of the child welfare
system. The 2007 Homelessness Partnering Strategy focuses on policies that care for
children and youth who remain with their family or legal guardian, but lacks specific
initiatives for homeless youth. As a result, the lack of support from both child and adult
services leaves homeless youth with no support network to help during a developmentally
significant time in their life. Integration across service sectors, like health, housing and
social service, needs to be implemented so youth may have access to resources that work
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together to provide an effective support system (Chau & Gawliuk, 2009; Frankish,
Hwang, & Quantz, 2005).
Implications for Canadian Initiatives
The unique experiences of homeless youth have been overlooked when trying to
develop initiatives and programs directed at homelessness. It is important to recognize
that the experiences of a younger homeless demographic are not the same as older
homeless individuals. Practitioners need to be aware of age-specific risks factors
associated with homeless youth (Jang, Chiriboga, & Okazaki, 2009). Initiatives aimed at
homeless youth need to provide help with transitions, follow-ups throughout the process,
and a source of support for this age group. Homeless youth often feel estranged from
conventional society (Haldenby, Berman, & Forchuk, 2007; Taylor-Seehafer, Jacobvitz,
& Steiker, 2008). Findings from this study suggest that the development of social
relationships is especially important for this age group, and significantly relates to mental
health status in the homeless youth population. Youth specific programs could provide a
place for youth to go to and make positive social connections. Homeless youth can meet
others in similar circumstances who can relate to their problems. A strong social network
can provide effective, supportive and protective qualities for homeless youth (Ennett,
Bailey, & Federman, 1999).
Homeless youth programs should aim to provide many different areas of support
for this population. The Choices for Youth program in St. John’s utilizes an outreach
model to respond and adapt to the needs of youth regardless of their housing status,
providing supports for basic personal needs. The program is currently developing a
model that would provide long-term affordable housing, as well as on-site support, a
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basic literacy and math skills program, and an employment preparation program
(Evenson & Barr, 2009). Eva’s Phoenix in Toronto supports 50 homeless and streetinvolved youth for up to a full year, providing housing and opportunities to develop life
skills and employment training. The program provides counselling, job placement
assistance, housing search support, mentorship opportunities, and follow-up support to
help youth achieve self-sufficiency (Evenson & Barr, 2009).
Mental health services are generally just one aspect of the programs aimed at
homeless youth. The Covenant House in Vancouver consists of a Community Support
Services program which provides outreach and a drop-in program, a 24-hour crisis
shelter, and a 6 to 24 month transitional living program. There are several in-house
programs to support youth, such as drug and alcohol and mental health counselling, and
life-skills training. In addition to their current services, Covenant House has developed a
mental health program by partnering with psychiatrists from St. Paul's Hospital. Care
takes place on site where youth are more comfortable, reducing wait-times and missed
appointments.
The Psychiatric Outreach Team of the Royal Ottawa Hospital developed short
term, accessible psychiatric services for the general homeless population. While the
program is not aimed at a specific age demographic, it is a unique Canadian model
focusing specifically on mental health care among the homeless (Farrell, Huff,
MacDonald, Middlebro, & Walsh, 2007). The team is made up of a range of
professionals and over 50 community base partner agencies. They provide mobile
services, with psychiatric nurses and psychiatrists visiting emergency shelters and drop-in
centers. The team starts mental health treatment, supplies contacts to appropriate
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community resources, and provides education and assistance in linking up with the
mental health and/or addiction treatment system.
Unfortunately, the troubles affecting homeless youth are not limited to mental
health problems. Current programs and initiatives have many different issues to deal
with in their attempts to help homeless youth. Not only would it be unrealistic to focus
on a single aspect of the problems affecting homeless youth, but impossible to avoid
other issues since they are commonly related to one another (Frankish et al., 2008).
Considerations need to be made regarding victimization, lack of adequate housing, poor
diet, drug use and dependence, recruitment into the sex trade, and increased criminality.
Resources have to provide life skills training, teach positive coping skills, aid in
obtaining financial support and affordable housing, and encourage further education and
job training (Tweddle, 2007). Limited funding for homeless youth programs can make it
difficult to provide these resources for youth (Evenson & Barr, 2009). Additionally, a
lack of evaluation research examining the current interventions for homeless youth has
resulted in gaps in understanding the value of these resources (Frankish et al., 2008).
Investigating the effectiveness of interventions would provide the opportunity to improve
the accessibility and the appeal of resources aimed at homeless youth, and would provide
a foundation for the construction of additional initiatives.
Implications fo r Future Research
Current literature is limited in regards to homeless youth and their mental health
status (Kidd & Davidson, 2006; Kutcher & Davidson, 2007; Robert, Pauze, & Fournier,
2005). Short-term prospective trials could help determine the needs of homeless youth
and the most useful strategies to support this group. There are few studies that use
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control groups of youth as a comparison group to homeless youth, which would provide a
strong contrast to the homeless youth population (Robert et al., 2005). Data would help
establish links to risk factors distinct to this age demographic, and to separate risks due to
age from risks due to homelessness (Robert et al., 2005).
Evaluative studies of current initiatives are needed to better understand the
educational and behaviour interventions used for homeless youth (Frankish et al., 2005).
This could provide an opportunity to work directly with youth in making these resources
more accessible and effective for their age demographic. Long-term studies could
evaluate the outcomes of these programs, follow up with participants, and determine the
benefits and hindrances of the resources offered to them.
The implementation of collaborative research, like a CURA, would provide
comparative data to aid in determining the universality of trends. By providing reliable
data regarding the impact of social determinants of health on homeless youth, policy and
program development can better support the needs of homeless youth. The model used in
this study examined only a few factors that can affect illness severity. Other
determinants that may be investigated include education status, employment status and
ethnic background. Additionally, a more comprehensive understanding of the complex
issues associated with the mental health of youth would provide health care practitioners
with more resources to better help this susceptible group.
Conclusion
A better understanding of the impact of social determinants of health, specifically
on homeless youth, should be further investigated. While in this study there was a lack of
significance between the older and younger groups, the clinically significant relationships
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found within the younger homeless population draw attention to the importance of
recognizing the unique needs of this age demographic. Unfortunately, current Canadian
provincial/territorial policies aimed at supporting homeless youth are inconsistent across
the country. Additionally, older children tend to get neglected by services because focus
is predominantly placed on the care of younger children. The relative lack of support
from the government leaves troubled youth with the difficult choice of either returning to
a dysfunctional home or attempting to fend for themselves.
The initiatives and programs aimed at homeless youth have the difficult tasks of
not only being effective in providing the necessary resources for youth, but also being
readily accessible and appealing for this group. Programs must try to provide supports
for basic personal needs, including affordable housing, education programs, and
employment placements. While mental health interventions are part of the resources,
they are rarely the primary focus because problems of homeless youth cannot be limited
to a single source. Collaborative efforts among the various care providers involved need
to be made for effective outcomes to occur. Young adults are in a stage in their life
where they are dealing with an enormous amount of transition. The added mental stress
associated with homelessness on youth requires a greater understanding among policy
makers and practitioners to better support this vulnerable population.

81

References
Chau, S.B.Y., & Gawliuk, M. (2009). Social housing policy for homeless Canadian
Youth. In J.D. Hulchanski, P. Campsie, S. Chau, S. Hwang, & E. Paradis (Eds.),
Finding home: Policy options fo r addressing homelessness in Canada (e-book,
Chapter 3.3). Toronto: Cities Centre, University of Toronto.
Ennett, S.T., Bailey, S.L., & Federman, E.B. (1999). Social network characteristics
associated with risky behaviors among runaway and homeless youth. Journal o f
Health and Social Behavior, 40(1), 63-78.
Evenson, J., & Barr, C. (2009). Youth homelessness in Canada: The road to solutions.
Raising the Roof/Chez Toit. Retrieved from
http://www.raisingtheroof.org/RoadtoSolutions_fullrept_english.pdf
Farrell, S.J., Huff, F., MacDonald, S-A., Middlebro, A., & Walsh, S. (2005). Taking it to
the street: A psychiatric outreach service in Canada. Community Mental Health
Journal, 41(6), 737-746.
Frankish, C.J., Hwang, S.W., & Quantz, D. (2005). Homelessness and health in Canada:
Research lessons and priorities. Canadian Journal o f Public Health, P6(Suppl.2),
S23-28.
Haber, M.G., & Toro, P.A. (2009). Parent-adolescent violence and later behavioural
health problems among homeless and house youth. American Journal o f
Orthopsychiatry, 79(3), 305-318.
Haldenby, A.M., Berman, H., & Forchuk, C. (2007). Homelessness and health in
adolescents. Qualitative Health Research, 17, 1232-1244.
Jang ,Y., Chiriboga, D.A., & Okazaki, S. (2009). Attitudes towards mental health

82

services: Age-group differences in Korean American adults. Aging and Mental
Health, 13(1), 127-134.
Kidd, S.A., & Davidson, L. (2006). Youth homelessness: A call for partnerships between
research and policy. Canadian Journal o f Public Health, 97(6), 445-447.
Kutcher, S. & Davidson, S. (2007). Mentally ill youth: meeting service needs.
Canadian Medical Association Journal, 176(4), 417.
Leitch, K.K. (2007). Reaching for the top: A report by the advisor on healthy children
and youth. Minister o f Health. Retrieved from http://www.hc-sc.gc.ca/hlvs/pubs/child-enfant/advisor-conseillere/index-eng.php
Reid, S., Berman, H. & Forchuk, C. (2005). Living on the streets in Canada: A feminist
narrative study of girls and young women. Issues in Comprehensive Pediatric
Nursing, 28, 237-256.
Robert, M., Pauze, R., & Fournier, L, (2005) Factors associated with homelessness of
adolescents under supervision of the youth protection system. Journal o f
Adolescence, 28, 215-230.
Taylor-Seehafer, M., Jacobvitz, D., & Holleran Steiker, L. (2008). Patterns of
attachemnt organization, social connectedness, and substance sue in a sample of
older homeless adolescents: Preliminary findings. Family Community Health,
37(15), S81-S88.
Trocme, N., Fallon, B., MacLaurin, B., Daciuk, J., Felstiner, C., Black, T., et al. (2005).
Canadian incidence study of reported child abuse and neglect - 2003: Major
findings. Minister o f Public Works and Government Services Canada. Retrieved
from http://www.phac-aspc.gc.ca/cm-vee/csca-ecve/pdf/childabuse_final_e.pdf

83

Tweddle, A. (2007). Youth leaving care: How do they fare? New Directions for Youth
Development, 113, 15-31.

Appendix A
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S E C O N D A R Y U SE O F D A TA

Background:
The 'secondary use o f data’ refers to the use of inform ation or a biologic sample of body
tissue or fluid initially collected for a purpose involving a specified research project or for
individual health care o r education but subsequently proposed for use in a different research
project Such a use is of ethical concern w hen the data could be linked to an individual who
might then be identified in a published report and/or the subject has objected to their data or
sample being used in a second or subsequent studies.
Im plications:
The positive aspect o f perm itting the secondary use o f data centres on the unforeseen or
serendipitous aspect o f future research that has contributed so extensively to scientific
discovery and enhanced the current understanding of health and disease. Additionally, the
subsequent availability o f such data m ay provide useful inform ation to the study subject
and/or fam ily that w as not envisioned at the tim e the data or sample w as collected.
C onversely, such a process may potentially lead to a loss o f the confidentiality of personal
inform ation that could be detrim ental or unfair to the individual or their family.
The current Tri C ouncil Policy docum ent (Articles 3.3, 3.4 and 3.5)):
The TCP docum ent states that if personally identifiable inform ation is accessible through any
linkage with the data sample, REB approval shall be sought for the ‘secondary use1o f data.
To provide approval in such circumstances. REB must ensure that:
- the potential to derive personally identifiable information is essential to the researchappropriate measures are in place to protect the privacy of the individual by ensuring the
confidentiality o f the data
- potential harm to subjects is minim ized
- subjects have not objected to the secondary use of their data, and
- a 'proportionate' approach is taken in addressing the sensitivity of these issues.
M echanism s to be considered by REB in providing approval for the secondary use o f data
collected w ithin a research study include assurance o f reasonable informed consent as
reflected in the Information and consent docum entation in the primary protocol. The
docum entation should outline at least in general terms both the positive and negative
im plications o f the linkage of research data to the study subject personally. D ependent on
the proportional risk associated w ith the data, the REB may require evidence o f an
appropriate strategy to obtain current consent from or inform the contributing subjects or their
representatives or to sam ple the opinion of a subset of the participating group before
initiating the secondary use o f their data.
A project in which the secondary use o f data is derived from inform ation or a sample for
which no direct linkage w ith an individual study subject is possible would not be subject to
REB review, REB recom m ends how ever that if inform ation or a biologic sample obtained for
research purposes will not be destroyed or ail potential linkage deleted im m ediately following
its specific use as docum ented in the inform ation/eonsenf documentation, the potential fo r
the secondary use o f the subject's data and the general im plications o f this possibility to the
subject and their fam ily should be outlined in the inform ation/consent documentation
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Subject. RE: Question regarding ethics approval for secondary analysis
To-

.'C';:.. .

Date 07/30.09 02:11 PM
From.

.

Cc etrics@uwQ.ca.-" ; ;

H; Melody
i am sorry we didn't gel back tc you - based on what we had suggested and Dr Forchuk's confirmation or the type of data,
we assumed it was clear that this was a ‘secondary use' and therefore did not require RBB review and approval it you
would Hke wntten confirmation o? Hie exemption, please send us sections 2.2. 2 3 and 8 1 from the HSREB delegated
submission form one then i can prepare a tetter for you.
Regards
Denise

Denise Grafton, Ph.D.
Senioj Ethics On'ice)
O ffice o f ResftàK.h Ethics

From: Melody Chow Cc
S ent; July 24, 2009 12:58 PM

To: Denise Grafton
Cc: ethics®uwo.ca;
Subject: Re: Question regarding ethics approval for secondary analysis

Hi Den.se
! have not heard from anyone regarding this, and wanted to follow up on Hie response the Dr Forchuk gave to you regarding
use of the study "Stable Housing and Mental Health: Evaluation of Alternatives", ethics# 797SE. for secondary analysis for
my masters.
To summarize, there is to indentifying information, i.e no name, no date of birth, no hearth card number in the data. As well,
the original documents stated that the data would be available to the team to analyse, of which 1 am part of.
According to the guidelines you indicated, it appears that my secondary analysis would be within ethics guidelines, however I
wanted confirmation from you.
Please let me know at your earliest convenience.
Thank you for your time and help ¡n this matter.
Melody

